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The purpose of this study was to determine the effect
of selected receptive music in decreasing the wandering
behavior of an African-American male diagnosed with
Alzheimer's Disease.
A single system design was used for the study.
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log recording the amount of time, in seconds, per 15 minute
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conducted from 1:15 p.m. to 1:30 p.m. each day. A t-test
comparing the baseline phase and intervention phase during
this time frame revealed a statistically significant
difference regarding the amount of time the subject
wandered. Findings indicate that during this time period,
the subject wandered less in intervention phase with music
intervention than in baseline phase with no intervention.
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CHAPTER I
INTRODUCTION
Alzheimer'S disease (AD) is a progressive brain
disorder that develops gradually, and results in memory
loss, unusual behavior, personality changes, and a decline
in thinking abilities that cannot be reversed. These mental
losses are related to the death of brain cells and the
breakdown of the connections between them. The disease
results in a progressive deterioration of physical and
mental functioning. Alzheimer's Disease is primarily a
disease of the elderly, affecting people over the age of
sixty-five and increasing in occurrence for those beyond age
65. There is no known cure and the life expectancy is
generally four to eight years after diagnosis; however, the
disease can continue for up to 20 years (National Institute
on Aging Progress Report on Alzheimer's Disease, 1997).
While science and technology search for answers as a cause
and treatment, other formal and informal caregivers seek to
improve the quality of life for victims of Alzheimer's
Disease.
Alzheimer's Disease creates difficulties with memory,
motion, speech, organization, recognition, and manifests
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various behavioral problems (National Institute on Aging
Progress Report on Alzheimer's Disease, 1997). A behavioral
problem that is challenging and controversial is wandering.
Wandering behavior is considered a management problem and a
source of concern to personnel and caregivers who must
protect the wanderer from harm (Coltharp, Richie, & Kaas,
1996).
Wandering behavior has historically been managed with
physical and chemical restraints. Studies documenting the
negative effects of restraints and a grassroots movement
exploring the use of restraints, spawned the federal
initiative for nursing home reform contained in the Omnibus
Budget Reconciliation Act of 1987 (Mintzer, Hoernig, &
Mirski, 1998). This legislation limited such restraining
practice and challenged health care providers to create
alternative methods for managing wandering behavior.
Music, as a therapeutic intervention, has been
increasingly utilized with the geriatric population and more
recently, those faced with the challenges of Alzheimer's
disease. It is suggested that music is a powerful
intervention that may make a real difference in physical,
cognitive, and social functioning (White House Mini
Conference on Aging and Music Therapy, 1994).
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Statement of the Problem
The importance of attention to Alzheimer's Disease is
connected to the increasing number of elderly persons. In
the United States, the number of people 65 and older is
expected to increase from 31 million in 1990, to nearly 59
million in 2025 as the baby boom generation of the 1940's
and 1950's age (Alzheimer's Association, 1998). On average,
the elderly have more medical problems than younger persons.
Their need for healthcare services, especially long-term
care, is much greater, creating a challenge to the medical
systems.
Substantial research has been conducted into the
aging process and the significant deterioration of cognition
resulting in impaired performance of daily activities
(Safford, 1998). Disorders of cognition are extremely
common among the elderly with an estimated five percent of
the population over the age of sixty-five, and possibly 20
percent in those over 80, suffering from some form of
chronic cognitive impairment (Safford, 1998).
Cognition can also be affected by dementia. Dementia
is an acquired syndrome of decline in memory and other
cognitive functions sufficient to affect daily life in an
alert person (American Psychiatric Association, 1994).
While dementia can develop in people in their forties or
fifties, and some forms are found in children, dementia is
more common among the elderly. Dementia affects three
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percent to eleven percent of community-dwelling adults older
than 65 years. The prevalence among those older than 85
years ranges from 20 percent to 50 percent with fewer cases
among community-dwelling elderly and greater presence among
hospitalized and institutionalized residents. However,
health care providers often fail to detect dementia in 21
percent to 72 percent of patients, especially early in the
course of the disease because they dismiss true cognitive
impairment as normal aging (Alzheimer's Association, 1998).
Dementia is often the result of general medical
conditions such as head injuries, brain tumors, HIV
infection, and strokes. The most common form of dementia is
Alzheimer's disease. The disease begins slowly and
progresses through the years with a steady decline in
function resulting in death usually within four to twenty
years.
Alzheimer's Disease is rapidly approaching epidemic
proportions. The primary reason for this explosion is that
people are living longer, and the risk of developing AD
significantly increases with age. Approximately six to
eight percent of all persons older than 65 have AD (Expert
Consensus Statement, 1997). The prevalence of the disease
doubles every five years after the age of 60, so that nearly
30 percent of the population older than 85 years has AD
(Expert Consensus Statement, 1997).
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Alzheimer's Disease is found in women and men, in
people of every social and economic background. While AD
has been found in all ethnic groups, the most recent
research has found a greater genetic predisposition in
African-Americans and Hispanics (Alzheimer's Association,
1998).
There have been many studies of risk factors for
Alzheimer's Disease and some confirmed risk factors are;
old age, family history of dementia, Down's syndrome, low
education or occupational achievement and head injury.
Other possible risk factors include: family history of
Down's syndrome; aluminum; electromagnetic fields and high
maternal age. Because of their greater longevity, twice as
many women will be affected by AD as men (National Institute
on Aging, 1997). Some studies suggest that by the age of
90, almost 50% of persons that had a mother or father
afflicted with AD will develop the disease themselves
(Alzheimer's Disease Society, 1998).
Alzheimer's Disease creates various physical and
psychological challenges characterized by deficits in
memory, motion, speech, organization, and recognition.
There are changes in personality and behavior, effecting
social, occupational, and functional abilities (Murphy,
1996).
The progressive inability to remember, reason, and
solve problems results in a number of behavioral
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disturbances. These disturbances include agitation,
aggression, resistance to assistance with activities of
daily living, wandering, incontinence, sleep disturbances,
and emotional lability. These behavioral disturbances
effect the quality of life for both the patient and
caregiver and creates major problems in long term care
facilities (Mintzer, Hoernig, & Mirski, 1998).
In a study conducted by Rabins, Mace, and Lucas
(1982), it was found that 75 percent of families rated
aggressive behavior as the most serious problem in caring
for the family member with Alzheimer's. Pacing and
wandering behaviors were considered the most stressful and
accounted for the greatest number of people being admitted
to institutional care (Mintzer, Hoernig, & Mirski, 1998).
Agitation and restlessness often become more pronounced as
attempts are made to curtail the wandering. Service
providers, such as family members and formal caregivers in
institutional settings, become frustrated and overly
stressed as they try to protect the patient from falls and
other adverse effects of the incessant wandering (Coltharp,
Richie, & Kaas, 1996).
Historically, physical and chemical restraints have
been the methods for managing wandering behavior. Due to
changes in physical and chemical restraint use, mandated by
the federal initiative for nursing home reform contained in
the Omnibus Budget Reconciliation Act of 1987, effective in
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October 1990, these devices can no longer be used for the
purpose of discipline or convenience. Implementation of
this legislation has challenged the health care field, as
well as the family caregiver, and provided the impetus for
the use of alternative methods for managing agitative and
problem behaviors.
Alzheimer's Disease also exacts a major toll on
society. The cost of medical and long-term care, home care,
and lost productivity for caregivers approaches $100 billion
each year (National Institute on Aging, 1997). Medicaid,
Medicare, and private insurance defray much of the direct
cost, but family caregivers assume the largest portion of
expenses (Expert Consensus Statement, 1997).
The financial costs are not the only significant
burden; the emotional toll of patients and their families is
profound and a significant source of caregiver morbidity.
It is estimated that up to 50% of primary caregivers of AD
patients develop significant psychological distress.
Prolonged caregiving has been associated with increased
episodes of anxiety, depression, and hostility or anger.
Health care professionals, including nursing home staff have
high rates of stress or "burnout" when caring for persons
with dementia (Mintzer, Hoernig, & Mirski, 1998).
There is a conceptual problem leading to controversy
and debate regarding the use of music in the health care
profession. There is debate regarding the technique
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employed; active (the use of improvisation with a music
therapist to create musical sound with instruments) versus
receptive (use of recorded music), as well as who is
qualified to perform the service.
Research utilizing music interventions for wandering
behavior is limited, and has been conducted primarily by
music therapists utilizing active music therapy, or by
nursing personnel utilizing receptive music as an
intervention tool. There exists a paucity of information
regarding the use of music as an intervention tool in the
social work profession.
Purpose of the Study
The purpose of this study was to determine the effect
of selected receptive music in decreasing the wandering
behavior of an African-American male diagnosed with
Alzheimer's Disease who attends an Adult Day Care Center.
CHAPTER II
REVIEW OF LITERATURE
While there is a paucity in the literature of music
as an intervention used by social workers, the literature is
expansive in terms of its use by other disciplines,
primarily in the fields of music therapy, nursing and
gerontology (Gfeller & Hanson, 1995).
A review of the literature of music therapy
programming conducted by Gfeller and Hanson (1995),
identified five general areas of research. These areas
focus on the use of music therapy to improve cognitive
functioning, musical behaviors, social behaviors, physical
behaviors, and quality of life.
This research project focuses on the physical
behavior of wandering and the literature review is codified
by a review of those studies that specifically pertain to
wandering behavior. The organization of the review of the
literature is organized into three categories; an overview




Overview of Alzheimer's Disease
In the past, dementia was used as a synonym for
"insanity," so that as long ago as the 16th century, a
"Dement" was an insane person. The term dementia was first
used by two French researchers, Philippe Pinel and J. E.
Esquirol, who used the term to describe mental deterioration
and idiocy (Feil, 1993).
In most recent times, the term dementia was often
combined with "senile" so that "senile dementia," a loss of
memory and normal behavior, was seen as being a fairly
normal part of human aging. Dementia is a global
deterioration of intellectual functioning which occurs in
clear consciousness. People with dementia are alert, not
drowsy or lethargic. The dementia syndrome implies either a
neurological disorder underlying it or a systemic disorder
which affects the nervous system. Numerous disorders can
cause the dementia syndrome, but the most common are
Alzheimer's disease and multi-infarct dementia (multiple
strokes) (Lucas, Steele, & Bognanni, 1986).
At the start of the 20th century, dementia began to
be classified into substrata based on symptomology and
titled by probable cause or the name of the discoverer. The
most common form of dementia, Alzheimer's disease or
dementia of the Alzheimer type, was named after the German
neurologist, Alois Alzheimer. He identified what has become
known as the identifying marker of Alzheimer's disease:
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neurofibrillary tangles and neuritic plaques (Shau-Haim &
Ross, 1998).
At one time the term "Alzheimer's disease" was used
only to describe an early onset dementia, probably in
middle-age, and later-onset disease was described as Senile
Dementia. It is now recognized that the pathology for the
two is identically the same, neurofibrillary tangles and
plaques that cause AD to develop over time. According to
the neurologist, Dennis Selkoe, most people who live into
their 70's, will develop at least a few of these plaques and
tangles, particularly in the hippocampus and other brain
regions important for memory (Selkoe, 1991).
Once thought to be a normal part of aging,
Alzheimer's is now recognized as a disease. It is a disease
in which the nerve cells in the area of the brain that
control memory, thinking, and judgment are damaged, and the
normal transmission of messages between cells is affected.
During the course of the disease, the thinking center of the
brain shrinks, thus limiting the ability of the brain to
function at optimal level. The nerve cells develop changes
(detectable only on autopsy after death), called neuritic
plaques and neurofibrillary tangles.
There is no single test to determine whether a person
has Alzheimer's disease. It is diagnosed by ruling out all
other conditions that may cause memory loss. A positive
diagnosis can only be made after death and is based on the
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number and concentration of tangles in the short-term memory
center of the brain (National Institute on Aging, 1997).
Alzheimer's disease advances by stages, from early,
mild forgetfulness to severe dementia. There is no cure at
this time. Research has shown there is no single cause of
Alzheimer's but that it occurs as a combination of factors.
There is some kind of factor linked to aging: a deficit in
energy metabolism or environmental insults such as head
injury. Other studies have focused on imbalances in calcium
and the amyloid plagues, or abnormal proteins found in the
skin and intestines of Alzheimer's patients and not in
healthy people.
There are also identified risk factors such as age,
Down's syndrome, genetic predisposition, aluminum deposits,
head trauma, environmental insults (polluted air, water,
chemical intake), and slow virus infections. Scientists
have also found imbalances of certain brain chemicals called
neurotransmitters. People with Alzheimer's have low levels
of the neurotransmitter acetylcholine, which are critical to
the proper functioning of memory, thought and other higher
intellectual functions. Some Alzheimer's victims also have
low levels of the neurotransmitter norepineperine in their
brains (Alzheimer's Association, 1998).
The syndrome of dementia includes a broad range of
symptoms that are generally grouped into four categories:
cognitive or neurological symptoms, functional symptoms.
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behavioral or "psychiatric" symptoms, or excess disabilities
brought about by outside factors (National Institute on
Aging, 1997).
Cognitive/neurological symptoms include memory
impairment, aphasia (impairment in using language), apraxia
(inability to carry out purposeful motor acts or movements),
agnosia (disorder of perception), impaired ability to learn
new material, and disorientation.
Functional symptoms are described as impairment in
abilities to carry out everyday activities of daily living
(ADL's). ADL's commonly refer to those activities involved
in independent living, such as bathing, cooking, dressing,
and using the telephone (U.S. Congress, Office of Technology
Assessment, 1987).
Behavioral symptoms or "psychiatric symptoms may
include depression, apathy, wandering, suspicion, paranoia,
sleep disturbances, preservation (repeated motions), social
and sexual inappropriateness, impairment of judgment and
reason, delusions and hallucinations (U.S. Congress, Office
of Technology Assessment, 1987).
Other behavioral problems associated with dementia
and prevalent in AD, include agitation and aggression,
resisting help with activities of daily living,
incontinence, and emotional lability. These behaviors,
especially incontinence, wandering, and aggressive behavior,
are the most frequently cited for admission to nursing homes
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in the AD population. Therefore, studies have been
conducted to foster an understanding of wandering behavior.
Research has sought to identify the causes, motivations, and
personality traits of the wanderer.
Wandering Behavior
Wandering in the cognitively impaired geriatric
population is a problem frequently encountered in the acute
and extended care settings, as well as in the home.
Wandering is a controversial issue, as it has both positive
and negative consequences. Continuous wandering may cause
fatigue, excessive caloric expenditure or physical pain.
When wandering occurs within a safe environment, the
benefits can be positive. Wandering stimulates circulation
and oxygenation, promotes exercise, and decreases
contractures (Heim, 1986).
Wandering has been described as purposeless activity
or cognitive abulia (loss of will power resulting from
decreased cognitive abilities). Decreased cognition results
in decreased ability to channel one's energy in specific,
goal-oriented behavior. Since motoric functioning is
relatively well preserved until the very last substages of
the illness, Alzheimer's patients begin to exhibit
purposeless behavior such as pacing and wandering (Reisberg
et al., 1989). Wandering refers to a variety of behaviors
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seen in individuals with dementia or other cognitive
disorders.
Wandering has been described as aimless movement
(Cornbleth, 1977; Snyder, Rupprecht, Pyrek, Brekhus, & Moss,
1978), agenda behavior, or actions used to fulfill a
specific need (Rader, Dean, & Schwab, 1985) and a means of
dissipating tension and coping with stress (Hiatt, 1980;
Monsour & Robb, 1982). It has also been characterized as a
moving about without a fixed course, aim or goal, or toward
an inappropriate, impossible goal (Burnside, 1980).
Wandering has also been defined as any change which
results in an inability of a person to return to the point
of origin (Hussain, 1981). Thus, wandering involves
extended periods of movement without a full awareness of
one's behavior (Namazi, Rosner, & Calkins, 1989).
Etiological factors that have been identified in
relation to wandering include mental impairment, over
medication, confusion, darkened or unfamiliar environment,
boredom, stress, tension, anxiety, lack of control, lack of
exercise, diseases of the central nervous system and cardiac
decompensation. Past behavior may contribute to a person's
wandering. The person may be seeking to meet former
obligations involving a former job, home, friend or family
member (Alzheimer's Association, 1992).
Feil's Validation Theory (1993) supports this
concept. Feil states, "An increasing number of people reach
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very old age with some unresolved life task. These tasks
nag at them, following them to very old age. Uncompleted,
these tasks reappear in late life. Buried for a lifetime,
these feelings erupt in old age” (Feil, 1993, p. 16). These
unresolved issues can manifest in agitated behaviors such as
wandering.
Wandering has also been associated with senile
nocturnal delirium or "sundowning.” Nocturnal wandering is
thought to be associated with the onset of the time of day
at which time darkness occurs and the loss of spatial
relationships in the dark (Hopkins, Hindiisbacher, & Grant,
1992).
Hussain (1985) identified four types of wandering
patterns: the exit seekers, the akathesiacs, the self¬
stimulators, and the modelers. Exit seekers try to leave
their physical environment for any reason. Their focus
appears to be on going out a door. Akathesiacs exhibit
restless, aimless, and pacing behavior, often the result of
psychotropic medications. Self-stimulators are those who
rub articles, clap their hands, handle clothing. The
modelers follow those around them.
Wandering has been more recently viewed as consistent
with an elderly person's lifelong psychosocial pattern
(Snyder, 1978; Monsour & Robb, 1982) and premorbid
characteristics based on personality (Thomas, 1997). These
studies yielded several common factors associated with
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adaptation in old age: persistence of coping mechanism,
personality traits and lifestyle. Findings of these studies
reported a strong tendency for people to continue the same
overall patterns of social and leisure activities, and
characteristic behavioral patterns in old age. Accordingly,
the vulnerability of a person to dementia is associated with
the person's personality style before onset of the illness.
Monsour and Robb (1982) in their study, "Wandering
Behavior in Old Age: A Psychosocial Study" explored the
lifestyles of elderly wanderers and nonwanderers. The study
addressed the questions: Why do some elderly people wander
while others do not, despite similar ages, ability to be
mobile, and degrees of confusion? The study used an ex post
facto design to examine retrospectively whether there were
differences in the psychosocial lifestyles between groups of
male wanderers and nonwanderers. The psychosocial factors
studied were levels of social and leisure activities,
reactions to stressful life events, mannerisms and behavior
that most typified the person and included such
characteristics as lively, slow, calm, and excitable.
Twenty-two matched pairs of wanderers and
nonwanderers were selected from a population of
approximately four hundred residents in the long-term care
division of a Veterans Administration medical center.
Individual wanderers were matched with nonwanderers on the
basis of age, mobility status, and level of confusion.
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Levels of confusion were assessed using the Mental Status
Questionnaire and results showed that all forty-four
subjects had some deficit in orientation or memory.
A personal structured interview was conducted with
each subject's closest significant other to obtain primary
data related to the lifestyle of each subject. The period
of after age 40 and up to the time of the subject's illness
was of interest. Interview agendas were derived from
several scales to measure variables such as preferred social
and leisure events, and responses to stress.
Findings of paired t-tests confirmed the hypotheses
indicating that wanderers had engaged in a higher level of
social and leisure activities and had experienced more
stressful events, motoric reactions to stress, and motoric
behavioral styles prior to their illness. The study
revealed that wanderers were more active, energetic, and
busily occupied in their earlier years than nonwanderers.
This finding suggested that aspects of the lifestyles of
wanderers in their earlier years may be associated with the
occurrence of wandering behavior in later life and that
organic brain impairment may not be the only determinant of
wandering behavior in old age.
Thomas' (1997) study, "Understanding the Wandering
Patient," examined the relationship between personality and
wandering behavior among individuals with dementia.
Subjects were selected from a nursing home and all had a
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diagnosis of a chronic form of dementia. The investigator
developed two subject pools (wanderers and nonwanderers) and
each wanderer was matched with a nonwanderer based on age,
gender and dementia level. A modified version of the NEO-
Five Factor Inventory (NEO-FFI) along with a demographic
questionnaire was administered to a significant other (most
commonly a spouse or offspring). The NEO-FFI consisted of
60 items which were responded to by the surrogate through
the use of a 5-point Likert Scale. The NEO-FFI measured the
five personality factors of neuroticism, extroversion,
openness, agreeableness, and conscientiousness.
The findings suggested that wanderers differed from
nonwanderers in certain personality characteristics. In
general, wanderers had a personality make-up that resulted
in more continually-active and social-seeking behavior along
with a greater positive regard toward oneself and others.
Based on findings, Thomas (1997) assumed that for many
people, wandering is an expression of one's personality,
rather than solely an expression of dementia.
Rader, Doan and Schwab (1985) observed that
wandering, confusion, and aggression often stemmed from
feelings of loneliness and separation. They assumed that
steps would be taken to alleviate these feelings and the
steps taken to accomplish this was termed agenda behavior by
Rader, Doan and Schwab. Agenda behavior was defined as
verbal and nonverbal planning and actions that cognitively
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impaired persons use in an effort to fulfill their social,
emotional, and physical needs. The behavior varies from
harmless wandering to extreme catastrophic actions
(screaming, biting, slapping). Rader, Doan and Schwab
(1985) posited three etiologies for agenda behavior: fear
caused by separation from the people and environment with
whom the person was previously most connected and
comfortable, frustration with thwarted agenda by caregivers
with a different agenda, and the need to be needed.
Rader, Doan and Schwab (1985) espoused that
wandering, confused and aggressive behaviors could be
diminished or prevented by attending to and honoring the
agenda so the individual experiences feelings of belonging,
safety, and connectedness to other people. Wandering is a
natural outcome of the person seeking a place of safety and
familiarity.
Wandering as a substitute for social interaction was
studied by a number of researchers (Cornbleth, 1977; Monsour
& Robb, 1982; Rader, Doan, & Schwab, 1985; Snyder,
Rupperecht, Pyrek, & Moss, 1978). Snyder and colleagues
(1978) concluded that once patients are cognitively
impaired, they spend more time alone than do other
residents.
Cornbleth (1977) set up an experimental hospital unit
allowing freedom of movement in which the social interaction
of wanderers was compared to nonwanderers. Regardless of
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the freedom of movement, the social interaction of the
wanderers decreased much more than the nonwanderers.
Without opportunity for social interaction, wandering may
fill a void in the patient^'s life (Algase, 1992).
As a form of nonverbal communication, wandering may
indicate boredom, the need to exit a stressful situation, or
a search for something familiar and comforting. Often
viewed as disruptive behavior, in this context, wandering
may be considered functionally adaptive, rather than
maladaptive (Coltharp, Richie, & Kaas, 1996). While
wandering may reflect lifelong patterns of coping with
stress, it may also express the need to simply find the
bathroom, a person, or a lost object or represent efforts to
"go home" or "go to work" (Whitcomb, 1997).
The methods employed to manage wandering behavior
have not always been positive. Research has offered insight
into the cause and circumstances of wandering, thus offering
opportunity for a more varied and humane approach to
managing wandering behavior.
Interventions Utilized in Treating
Wandering Behavior
Presently, much can be done to improve the person's
quality of life and allow them to maintain those abilities
still intact. Several therapeutic interventions have been
evaluated for this purpose. These interventions are
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primarily divided into pharmacologic, behavioral and
environmental strategies.
A safe environment is the most basic requirement in
dementia care. It is a challenge for caregivers to prevent
dangerous and self-destructive behavior while maintaining
the autonomy of the dementia sufferer. The wandering
behavior characteristic in dementia and in AD, presents a
safety issue as wandering off and getting lost can occur.
Caregivers must be able to assess the environment and
intervene when agitated behavior is escalating (Taft,
Delaney, Seman, & Stansell, 1993).
Environmental factors such as understimulation and
overstimulation can lead to the development of undesirable
behaviors in those with Alzheimer's. Environments that do
not offer enough stimulation may lead to boredom,
restlessness, wandering, or self-stimulating behavior such
as yelling or calling out to caregivers. Overstimulative
environments may be difficult to interpret and can overwhelm
the person. Loud noises or television shows may be
misunderstood or mistaken for reality and may cause anger or
fear. Lack of familiar cues or personal effects can result
in greater confusion and agitation. Interventions geared
toward modifying the environment are useful in managing
these behaviors. Reducing excess noise and stimulation or
increasing meaningful activities and providing familiar
objects are some environmental interventions. The physical
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environment can provide safety, security and promote
orientation and help lessen anxiety and agitation (Matteson
& Linton, 1996).
Attempts to manage wandering have historically been
directed towards decreasing the behavior without considering
the reasons for the behavior. Behavioral interventions
focused on reshaping behaviors and have been recorded as
very useful in altering aggressive behavior (Monsour & Robb,
1982). The intervention depends on the level of agitation
but generally, methods to reshape behavior require locating
the precipitants to the agitation, providing reassurance,
talking to the person to calm them, and experimenting with
changes to the schedule and environment (Expert Consensus
Statement, 1997).
One of the most extreme methods of intervention has
been the use of physical restraints in that they imply a
complete loss of autonomy and self-determination. The use
of restraints presents a severe blow to the dignity of the
elderly and often takes away the will to live (Rader, Doan,
& Schwab, 1985). While restraints may protect the patient
from falls and wandering away, they also increase
frustration and anger, and increase the incidence of
contractures and weakened muscles (Bright, 1997).
A survey by Miller (1976) summarized methods by which
nursing homes tried to deal with wandering and agitated
behavior in patients. All methods consisted primarily of
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curtailing the behavior with drugs or physical restraints,
including the use of alarm systems and locked units.
Cornbleth (1977) evaluated the impact of a locked unit on
wandering and nonwandering patients at the long-term care
division of a Veterans Administration medical center. No
physical restraints or drugs were used to curtail the
movement of the subjects on the locked unit. Results of the
study indicated that wanderers on the experimental unit had
a greater opportunity to move freely than did those on other
units. However, nonwanderers on the locked unit felt
restricted in their movement.
Pharmacologic interventions consist of medications
(chemical restraints). Minor tranquilizers, antipsychotics
and sedatives have been used. These drugs have many side
effects which increase the possibility of falls, memory loss
and decreased function.
The use of Validation Therapy (Feil, 1993) can
provide positive regard and support for those wanderers
exhibiting agenda behavior. Validating the needs of the
wanderer is more positive than forcing reality on them.
This therapy advocates allowing the individual to choose and
control as much of his environment as possible, and
providing the opportunity for creativity, walking, and
exploring.
Recently, special Alzheimer units have been created,
offering safe, quiet, lowered sensory stimulation
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environments with a flexible care and management program.
There is a reduced use of chemical and physical restraints,
and a great deal of freedom afforded the patients to wander
and explore (Sand, Yeaworth, & McCabe, 1992).
While traditional medicine has favored
pharmacological interventions, there is a growing trend to
institute nonpharmacologic psychotherapeutic interventions.
These interventions include family support and education,
behavioral interventions, environmental, special care units,
and reduction of caregiver stress (Mintzer, Hoernig, &
Mirski, 1998). Mintzer, Hoernig, and Mirski (1998) state,
"nonpharmacologic interventions should be considered the
foundation of treating behavioral symptoms in persons with
Alzheimer's disease" (p. 157).
Music has been suggested as an activity useful in
helping to slow the progressive deterioration of AD and in
maintaining as high a quality of life as possible by
enhancing social functioning. Anecdotal records and case
studies primarily have suggested that music can also be
effective in decreasing disruptive behaviors characteristic
of patients with AD such as wandering, physical and verbal
aggression, agitation, and apathy (Aldridge, 1989; Bright,
1997; Cohen-Mansfleld, 1986; Cox, 1993).
Music is defined by Taylor (1997) as "a series of
sounds that are created with the intent of aesthetic
expression and are accepted as representative of the concept
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of music within the cultural context" (p. 22). Music or
music therapy has been defined by Palmer (1980) as "the use
of music or musical activities to alter nonmusical behavior"
(p. 38).
Music is increasingly being used by professional
music therapists, nursing personnel, and on a lesser scale,
other health care professionals, to increase positive social
and behavior skills. The power of music was documented
before the Senate Special Committee on Aging and resulted in
legislation called "The Music Therapy for Older Americans
Act." Dr. Oliver Sacks, a renowned neurologist stated that
music is a lifeline for Alzheimer patients and that
meaningful music provides the damaged brain a method for
organizing and comprehending incoming stimuli. He stressed
that the therapeutic use of the right music can help restore
long term memories and former personalities (U.S. Senate
Special Committee on Aging, 1991).
To achieve optimal therapeutic effect, music must be
selected with care. Otherwise, it can become a source of
irritation rather than of pleasure. According to Glynn
(1986), the person utilizing music "must be aware of the
potential of music to bridge the gap between the
individual's internal and external environments and the need
to understand the emotional and psychological effects that
may result from such a unique and personal experience" (p.
10).
2.1
Some researchers (Courtright, Johnson, Baumgartner,
Jordan, & Webster, 1990; Whitcomb, 1993) have theorized that
music that is slow, neutral, and a tempo at or below the
human heart rate might also have a therapeutic effect on
those who have dementia and accompanying agitation. While
the literature regarding the use of music by social work
clinicians as an intervention is limited, there is some
support of music located in the literature.
Bennetts and Bates' (1985) paper, "Psychological
Bases of Music Experience in Social Work," studied the
psychological dynamics of music. The purpose of the study
was to investigate "the psychological dimensions of music
experience in the context of social work" (p. 1).
Music sessions were conducted that involved twenty-
eight members aged 19-65 who had recently been discharged
from a psychiatric hospital and who needed support during
reintegration into the community. The setting was a day
care center. A formal group session took the form of music
appreciation on a specific theme. The goals of the session
were to ascertain any interest in music and encourage any
interest expressed; second, to promote new channels for
communication and self-expression; and third, to provide
members with an opportunity to share their feelings,
thoughts and responses as one of a group. It was
anticipated that discussion would be promoted by the
affective nature of music.
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The method of setting up the session was to encourage
involvement of every participant. Members were invited to
bring music cassettes or piano pieces on the theme of the
seasons. The session was for forty minutes and was located
in a church hall. There were fifteen members of the group
with five helpers. The session used preselected excerpts
from both popular and classical music on the theme of the
seasons. The reactions of the group varied and one member
was visibly annoyed with Vivaldi^s "Spring" selection. He
was so annoyed that he eventually walked out. The
researchers surmised, on reflection, that the member's
criticism of the "Spring" selection "did not symbolize a new
beginning and growth, but only brought home to him the
stagnation and 'deadness' of his personal and emotional
life" (Bennetts & Bates, 1985, p. 2).
The findings of the study highlighted various factors
that must be considered in the use of music. Music has a
powerful effect on people and no two people will react in
the same exact way. Also, it was surmised that group work
of this nature reguired a deeper understanding of the
emotional and psychological processes involved in musical
response than normally is current in social work practice.
Bennetts and Bates (1985) did not encourage intensive music
therapy by social workers, but suggested that there are
positive ways in which social workers could make use of
music to enrich understanding both in the client and within
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the worker-client relationship. They stressed the emphasis
should be on using music as a change agent and enabler of
communication.
The National Association of Social Workers (NASW)
newsletter. The NASW News, highlighted Gary Hornfield, a
social worker who is using music in his practice. Hornfield
utilizes music with his clients to "break the ice" and get
them to open up. He produces a wide variety of albums,
including one that explores the healing of traumatized
children and families (NASW News. 1999).
Music's use as a change agent and capability to
redirect or reshape behavior has been utilized to manage
wandering behavior. Although research regarding music as an
intervention for wandering behavior is limited, there are
emerging studies demonstrating its use as a positive tool.
The following is a review of significant studies using music
as an intervention for wandering behavior.
Significant Studies on the Use of Music
to Decrease Wandering Behavior
Glynn (1992), a registered nurse, noted that no tool
had been developed to quantify the interplay of
biopsychosocial dimensions of Alzheimer's patients within
their environment. Thus, the Music Therapy Assessment Tool
(MTAT) was developed to assess the effects of music therapy
on behavioral patterns of Alzheimer's patients. Tool
development was guided by Richardson's Nursing Observation
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Guide. This guide describes disabilities in communication
in sensoriperceptual ability, expressive ability (language,
memory), receptive ability (comprehension), and behavioral
consequences.
The MTAT contains three parts, in categories, and 11
subcategories, and consists of 60 items. Subsumed within
each of the categories are subcategories with specific
items, which are to be evaluated by direct observation and
recorded on a scale of 1.5 according to the frequency of
subjects' response to music. The first six categories,
appearing in both Parts I and II, are Sensoriperceptual
Ability, Verbal Ability, Nonverbal Communication, Affect,
Attention Level, and Behavioral. The seventh category.
Rhythmic Expression, appears only in Part I. Categories
eight (Memory) and nine (Reminiscence) appear in Part III.
Scoring of items in all categories of Parts I and II were
based on the frequency of occurrences when specific
behaviors were observed. A scale of 1 to 5 was used,
ranging from "never" (1), "occasional" (2), "frequently"
(3), "very frequently (4), and "all the time" (5).
The investigation was conducted at an extended care
facility where 20 patients with Alzheimer's were recruited.
The MTAT was used to assess what the immediate, sustained,
and long-term effects of music therapy had on behavioral
patterns of elderly institutionalized Alzheimer's patients.
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The researcher reported acceptable inter-rater reliability
and documented content validity and internal consistency.
The MTAT may enable objective, empirical evaluation
of those effects using a variety of physiological,
psychological, and social indicators. Musical intervention
included familiar music to facilitate communication and
socialization, ethnic and nostalgic music to stimulate
reminiscence, and melodies with distinctive rhythmic
patterns to enhance movement and behavioral repatterning.
Glynn (1992) asserted that "nurses need not be musicians to
achieve a positive effect. Music can be presented by means
of a tape, compact disc, or records or it can be sung live”
(p. 9).
Several studies have examined particular music
therapy interventions and the effects on agitation. Clair
and Bernstein (1994) conducted a study of 28 severely
regressed patients with severe dementia to determine whether
music is effective in decreasing agitated behaviors in
persons with dementia during peak periods of the day:
following morning toileting, during the noon meal, and
during the afternoon shift change.
The study was designed to determine if the conditions
of no music, stimulative music, and sedative music had any
effects on agitated behaviors of these persons. Treatment
sessions included turning on a stereo for one of the two
music conditions to collect data on the number of persons
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exhibiting agitated behaviors. This format was followed
with the "no music" condition without the stereo. Results
indicated no significant differences in the percentages of
agitated behaviors exhibited during the three testing
sessions.
Music, as it was presented in this study, had no
apparent influence over agitated behaviors. The researchers
concluded that the use of the same music for all subjects
does not produce optimal results. Clair and Bernstein
(1994) hypothesized that for music to be most effective, it
must be both familiar to and preferred by the clients.
Scruggs' (1991) conducted research on "The Effects of
Structured Music Activities Versus Contingent Music
Listening with Verbal Prompt on Wandering Behavior and
Cognition in Geriatric Patients with Alzheimer's Disease."
The data of 12 subjects who had attended 75 percent of group
music therapy sessions were analyzed for amount of wandering
behavior, time remaining in the session area, and cognitive
changes. Wandering was defined as "off-task body movement,
either by wheelchair or walking that deviated from the group
structure" (Scruggs, 1991, p. 39). Using an ABACAB reversal
design, results indicated that both music conditions
significantly decreased wandering and increased amount of
time remaining in sessions as compared to baseline
conditions. There were no significant differences in pre,
mid, and post session Mini Mental Status Exam (MMSE) scores.
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Also the amount of time spent wandering outside the time and
location of the sessions did not decrease.
Groene (1993) worked individually with 30 persons (16
females and 14 males) with a probable diagnosis of
Alzheimer's disease/Senile Dementia and associated wandering
behavior. The average age was 77.5 and they resided in a
major metropolitan health care facility on a special
Alzheimer's unit.
Participants were randomly assigned into one of two
treatments: mostly music attention or mostly reading
attention. A reading and music preference history of each
participant was recorded. Wandering behavior was observed
and measured by pedometers, mercury counters, and
cyclometers. The behavior was recorded on three afternoons
prior to intervention. The time frame was during the
"sundown period."
Participants in both groups received seven one-to-one
sessions by the music therapist (either five sessions of
music and two of reading, or five sessions of reading and
two music). Music sessions consisted of active/ passive
activities such as listening, singing, or playing an
instrument. Reading sessions consisted of reading to the
participant. The sessions were recorded by videotape. The
Mini-Mental Status Exam (MMSE) was administered at pre- and
post-sessions to determine if level of cognition had
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improved. Participants were observed to determine if they
remained seated or within the proximity of the session area.
Findings indicated that wandering subjects remained
seated or in close proximity to the session area longer for
music sessions than for reading sessions regardless if the
group had received more (five of seven) or less (two of
seven) of music sessions. The amount of time the
participants remained seated was significantly increased
over the reading group during the music treatment.
Seating/proximity time also increased for all music versus
all reading sessions.
Findings demonstrated that generally, the music group
had higher wandering means than the reading group. The
significant decrease in wandering was attributed to session
effect for those groups who experienced sessions one to
five. The findings reported no significant differences in
wandering between all music versus all reading sessions and
no significant differences in pre/post MMES, cognitive test
scores for treatments or groups.
Findings supported the position and secondary purpose
of the study that the music therapist has an essential part
to play in the delivery of music services. All sessions
involved "live" music "utilizing the skills and training
involved in professional registration and board
certification of a music therapist" (Groene, 1993, p. 51).
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Groene's study supported the earlier findings of
Hanson (1992), who also took the position that only live
music performed by a music therapist could provide
therapeutic intervention. This study compared the
effectiveness of live music (therapist singing and playing
guitar) versus recorded music in music therapy sessions for
six subjects with probable AD.
Forty-minute sessions were held twice weekly over a
period of four weeks. The treatment portion of the sessions
consisted of two 15-minute music presentations: one of live
and one of recorded music. The participants showed
significantly higher incidences of active participation
(singing, humming, mouthing words, tapping instruments) when
music was presented live by the music therapist than during
activities presented via taped recordings. Possible
explanations cited for this difference was since people with
AD have slower cognitive responses, the ability of the
researcher to perform the musical selections at a slower
tempo and shift the response time requirements may have
facilitated active response. Also, because it appeared that
some of the participants imitated the mouth movements of the
therapist as she sang, it was surmised that no such visual
cue could be possible during a taped presentation of music.
Fitzgerald-Cloutier (1993) presented a case report of
an 81-year-old female subject with probable AD. MMSE scores
indicated severe cognitive impairment. This study was
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conducted to explore the effectiveness of music therapy and
reading sessions (therapist read magazines, newspaper
articles, excerpts from a book to the client) in decreasing
wandering behavior.
Baseline data were taken on the amount of time the
subject wandered. Music therapy sessions involved singing
familiar songs twice. The therapist conducted reading
sessions in the same format. In treatment sessions, the
researcher began a stop watch to record minutes of sitting
behavior after the client sat down. Results indicated that
time spent sitting was double in music therapy what it was
for reading sessions. The experimenter concluded that music
therapy can reduce wandering behaviors without the use of
restraints.
The review of the literature indicates that while
methods and results vary, and controversy surrounds the use
of "live" versus "receptive" music as therapy, music is a
viable treatment method for patients suffering from AD.
Music is one technigue that can safely contribute to the
often neglected mental and emotional care of those with AD,
and can often decrease agitative and wandering behavior.
Until definitive treatments become available for persons
with AD, strategies such as the use of music are invaluable
in increasing stimulation, socialization, self-esteem and
quality of life (Gfeller & Hanson, 1993). Sambandham and
Schirm (1995) affirm that "music can be a positive
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inteirvention, capable of reaching the inner core of the
individual to reaffirm humanness and self worth” (p. 82).
CHAPTER III
THEORETICAL PERSPECTIVES
The theoretical framework for this research was the
ecological perspective (Germain, 1991), and the
"Progressively Lowered Stress Threshold Theory (PLST)" (Hall
& Buckwalter, 1987). Germain (1991) characterized the
nature of relationships between systems as transactional and
"reciprocal exchanges between entities, or between their
elements, in which each changes or otherwise influences the
other over time" (Germain, 1991, p. 16). The ecological
perspective is concerned with the interactions between the
individual and the larger environment. The person-
environment fit is a concept located in systems theory,
which emphasizes the interrelatedness of systems and their
subsystems (Germain, 1991).
The ecological systems perspective encompasses the
concepts of adaptation, life stress, coping, power and human
relatedness and are important to understanding the nature of
the interactions of person-in-environment (Friedman, 1998;
Germain, 1991). According to ecological perspective,
various dysfunctional and inappropriate behaviors commonly
seen in persons with dementia can be explained as
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discrepancies between the sensory-perceptual and cognitive
skills and the requirements for interacting successfully
within the environment (Roberts & Algase, 1988). The
ecological perspective represents a focus on the person and
environment. Hepworth, Rooney, and Larsen (1997) asserts
that:
Assessment focuses on the transitions between
the two, and problem-solving efforts may be
directed toward assisting people to adapt to
their environments (e.g., training them in
interpersonal skills), altering environments
to meet the needs of clients more adequately
(e.g., enhancing both the attractiveness of a
nursing home and the quality of its
activities), or a combination of the two
(e.g., enhancing the interpersonal skills of a
withdrawn, chronically ill person and moving
the person to a more stimulating environment).
(p. 265)
Hall and Buckwalter's (1987) "Progressively Lowered
Stress Threshold (PLST)" model, supports Germain's concepts
of life stress, adaptation, and coping, as well as Hepworth,
Rooney, and Larsen's (1997) concept of altering the
environment when necessary to meet the needs of the
individual. Based on the "Progressively Lowered Stress
Threshold" model, a person with dementia experiences
increasing inability to cope with stress due to progressive
cerebral pathology and associated cognitive decline.
According to this model, persons with dementia-
causing illnesses need modified environmental demands
because of declining cognitive and functional abilities.
Stressors can be of environmental (activities beyond the
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scope of their ability) or internal (pain, hunger) origin
and can create demands on the person with dementia that
cause them to become anxious or agitated. If the stressful
stimuli are allowed to continue or increase, the person's
behavior becomes increasingly dysfunctional (wandering or
not staying on task) and can erupt into catastrophic
behavior such as verbal or physical aggression (Hall &
Buckwalter, 1987).
When the demands of the environment more nearly match
the functional skills of the individual, that individual can
function more effectively, and maladaptive responses may be
minimized (Gfeller & Hanson, 1992). It has been suggested
that music has the ability to enhance the fit between people
and environmental conditions. Therapeutic interventions,
like the appropriate use of music, can modify the
environment to reduce demands on the person whose functional
skills are compromised by dementia (Gfeller & Hanson, 1992).
CHAPTER IV
METHODOLOGY
This research study utilized a single system A-B
design. There are two phases in the A-B design, the
baseline or A phase, and the intervention or B phase. The
baseline (A) phase of this study utilized direct observation
of the subject's wandering behavior. An observation data
log was used to record the amount of time, in seconds, per
15 minute intervals, the subject wandered. A stopwatch was
used to time the wandering behavior.
The intervention (B) phase consisted of three 15
minute sessions of selected, receptive music. The
assumption underlying the A-B design was that the problem
observed during baseline would continue in the same pattern
if no changes were made in the system of forces acting on
the problem (Bloom, Fisher, & Orme, 1995y Tripodi, 1998).
The intervention was a planned change seeking to decrease
the targeted behavior (wandering). Thus, a comparison was
made regarding the extent to which the problem occurred
during the intervention, as compared with the behavior
before the intervention. The A-B design can clearly
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indicate whether changes in the problematic behaviors had
occurred (Bloom, Fisher, & Orme, 1995; Tripodi, 1998).
Case Information
For purpose of anonymity, the subject in this
research problem is referred to as Mr. C. The subject, a
74-year-old African-American male, was diagnosed with
Alzheimer's disease and mild Parkinson's disease two years
ago. Prior to diagnosis, his family had observed increasing
confusion, disorientation, lack of proper hygiene, and a
tendency for wandering. He had exited the home and become
lost three times.
Mr. C.'s daughter relocated him to Atlanta from
California to reside with her. The daughter is the primary
caregiver and works during the day. The physicians informed
her that the relocation had worsened her father's
disorientation and confusion.
Nursing assessment by center staff revealed that Mr.
C. is confused, forgets significant facts, is sometimes
verbally threatening, and exhibits poor judgment which
results in the need for twenty-four hour supervision under
locked conditions. Mr. C. is noted to exhibit wandering
behavior by his daughter and staff. Nursing assessment is
mild to moderate dementia.
The subject is a regular client at an Adult Day Care
Center in Atlanta. He attends the center three days a week
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for five hours a day. This provides him with a supervised,
structured environment that offers peer interaction,
activities, and socialization while providing the daughter
with respite care. It was noted by staff that Mr. C.
wandered almost continually at the center, especially after
lunch in the afternoon.
It was noted during observation that Mr. C.
experienced episodes of continuous motion interspersed with
periods of standing or sitting. There were many activities
during the observation period, and Mr. C. would sit for
extended periods of time but would not participate. He
stared off into space, apparently in his own world.
Setting
The research project was conducted in a private adult
day care center in metropolitan Atlanta. This center
typically provides day care to an average of 30 clients with
various diagnosis of Alzheimer, mild dementia and stroke.
The intervention setting was conducted in an upstairs
dayroom two days and in a small nurses station one day when
the upstairs dayroom was being utilized for a health fair.
Instrument
Direct, time interval observation was utilized. The
time frame of 11:00 a.m. to 2:00 p.m. was chosen for the
observation based on information from the staff of the day
care center. The staff reported that Mr. C. wandered
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continuously during this time frame. A pedometer was placed
on the waistband of Mr. C. to record the miles walked.
Direct observation, utilizing a Salton stopwatch,
simultaneously recorded the wandering behavior during the
hours of 11:00 a.m. to 2:00 p.m. in seconds per 15 minute
increments. The pedometer was discontinued after the
subject discovered it and removed it several times.
The intervention phase consisted of three 15 minute
pre-recorded music sessions. Direct observation utilizing a
stopwatch during the intervention phase was used to
determine the amount of time the subject wandered during the
15 minute sessions.
Human subject authorization was obtained from the
family and Adult Day Care Center to undertake the study.
Consent forms were signed with the Adult Day Care Center and
the family/guardian of the subject.
Treatment Hypothesis
The utilization of receptive, selected tape music
will decrease wandering behavior in a person with
Alzheimer's disease.
Definition of Terms
For the purpose of this study, the following
definitions were used:
Receptive music: the use of music recorded on record
or tape.
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Selected musicr music that is preferred or has
significance for the client and is sensitive to the age,
culture, ethnicity and heritage of a person.
Wandering behavior! extended periods of movement
without a full awareness of one's behavior.
Intervention Strategy and Plan
The subject exhibited the most freguent amount of
wandering behavior between 1:30 p.m. to 1:45 p.m., however,
this time frame was not utilized as the intervention time
frame. Clients at the center were prepared for departure at
1:45 and this would have distracted Mr. C. and interfered
with the sessions. The time frame chosen was 1:15 p.m. to
1:30 p.m. as this was the next highest frequency.
The subject was free to leave the music session at
any time, no effort was made to prevent departure from the
room. A stopwatch was utilized to record, in seconds, the
amount of time the participant wandered during the
intervention.
Research has indicated that when preferences are
unknown or unclear, music that was popular during the
person's young adulthood, played by familiar groups and
artists, often enhances well-being and stimulates memory
(Bright, 1997; Whitcomb, 1992). Thus, music from the Big
Band era was chosen for the first session.
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Initial Interview
Prior to Session One, an initial interview was
conducted with Mr. C. and his daughter for the purpose of
explaining the study, obtaining consent for participation
and to assess his preferences for particular types of music.
Mr. C. stated he liked classical, then asserted that he did
not because it did not like him. His daughter did not know
of any special preference for music except he did not like
loud, wailing gospel music. She was not certain that he had
any particular interest in music. The director of the
Center suggested gospel, blues, and jazz, based on his
African-American heritage and culture, and stated that most
people at the Center responded to this type of music.
Session One
Mr. C. was asked to join the researcher upstairs in
the dayroom of the Adult Day Care Center and told that I was
going to play some music that I hoped he would like. The
researcher and Mr. C. sat on a comfortable couch as the
music was played. A selection of music from Time Life
Series of The Swing Era—The Music of 1942-1944, was played
on a cassette player. The first selection was "I've Got a
Gal in Kalamazoo," Glenn Miller's version. Mr. C.
recognized the song and stated, "That's a real oldie." The
second and third selections were Harry James version of
"Sleepy Lagoon" and Benny Goodman's version of "Six Flats
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Unfurnished." Mr. C. again recognized the songs and stated,
"Those are real oldies." When asked if he liked the music
he responded, "Not that square." The fourth selection
"Blues in the Night" by Jimmie Lunceford was recognized by
Mr. C. and he named the band leader and the song, stating
the music had been around for a long time. The fifth
selection "I Guess I'll Have to Dream the Rest," Glenn
Miller's version, elicited no response.
Upon completion of the session, Mr. C. was asked what
type of music he preferred and he responded that maybe he
liked late '60's. It was a staff member's opinion that Mr.
C. might be wanting to hear the "Motown" sound.
Session Two
The Center dayroom was crowded this day with people
attending a health fair. It was determined that this would
be too distracting for Mr. C., thus a small nursing station
in the downstairs room was used. Mr. C. compared it to the
darkrooms used for processing film.
This session consisted of music from Motown Legends
Volume 2. The selections, "My Girl" by The Temptations,
"Reach Out," the Four Tops, "I'll Be Doggone," Marvin Gaye,
and "Please Mr. Postman," the Marvelettes, sparked comments
by Mr. C. that the music had been around a long time. He
described it as having "too much activity to be boring." He
also commented that the music was "commercial" and had made
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"a lot of money." He remained involved in the session,
recognizing most selections. At the end of the session, he
said he had enjoyed it.
Session Three
This session was held once again in the upstairs
dayroom. Mr. C. was reluctant to go but was assured that he
was free to leave at any time. Once assured of the location
of the exit, he went with the researcher. Selections were
country, blues, and jazz. One selection of classical music
was played.
The session began with Patsy Cline's, "I Fall to
Pieces." Mr. C. stated he knew the song, liked it, and that
his brother and father had liked country music. A classical
piece by Yanni, "One Man's Dream," followed. This selection
was discontinued after Mr. C. stated the music had relaxing
qualities, but indicated that he was not in the mood to
relax.
Blues tunes were then played and included "Why I Sing
the Blues," Ike and Tina Turner, as well as "Hi Heel
Sneakers" by Tommy Tucker. Mr. C. remarked he liked Ike and
Tina. "Autumn Leaves," featuring Lionel Hampton elicited
the remark that he "liked his jazz a little jazzier."




In this research study on the effectiveness of using
selected, receptive music to decrease wandering behavior in
a person diagnosed with Alzheimer's disease, the targeted
behavior, wandering, was defined as extended periods of
movement without a full awareness of one's behavior. A
single system A-B design was used to conduct research.
Utilizing direct observation, the amount of time the subject
wandered during baseline and intervention phases was
recorded on an observation data sheet (see Table 1).
In Table 1, the baseline phase of the research
project details the amount of time, in seconds, per 15
minute increments, the subject wandered. The subject was
observed for a 4-day period from 11:00 a.m. to 2:00 p.m.
each day.
Day 1 shows a total of 1191 seconds spent wandering
with a mean of 99.25. The highest frequency of wandering
occurred during the time frame of 1:15 p.m. to 1:30 p.m.
Day 2 shows a total of 919 seconds spent wandering with a




Phase A: Time Intervals, Frequency and Means
of Subject^s Wandering Behavior
Time of the Day
Amt. of Time the Subiect Wandered fSec^
Day 1 Day 2 Day 3 Day 4 Mean
11:00-11:15 a.m. 0 0 167 65 58.00
11:15-11:30 a.m. 15 0 136 105 64.00
11:30-11:45 a.m. 20 0 219 70 77.25
11:45 a.m.-12:00 p.m. 30 0 128 0 39.50
12:00-12:15 p.m. 17 0 378 0 98.75
12:15-12:30 p.m. 202 0 114 0 79.00
12:30-12:45 p.m. 278 90 163 183 178.50
12:45-1:00 p.m. 0 180 419 210 202.25
1:00-1:15 p.m. 125 306 133 192 189.00
1:15-1:30 p.m. 213 72 356 257 224.50
1:30-1:45 p.m. 161 190 388 293 258.00
1:45-2:00 p.m. 130 81 228 86 131.25
Total 1191 919 2829 1461 1600.00
Mean/15 Min. 99.25 76.60 236.7 121.75 133.30
during 1:00 p.m. to 1:15 p.m. There was zero activity
during the 11:00 a.m. to 12:30 p.m. time frame. The subject
did not wander during this time frame.
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Although other behaviors were not studied, it was
noted that Mr. C. was drowsy and slept most of this time.
Day 3 shows a total of 2829 seconds of wandering with a mean
of 236.7. The highest frequency of wandering occurred
during the 1:30 p.m. to 1:45 p.m. time frame. Mr. C.
exhibited increased agitation on this day, frequently
attempting to exit the building, knocking on doors,
concerned with cashing a check (that was non-existent).
Day 4 shows a total of 1461 seconds of wandering with a mean
of 121.75. The highest frequency occurred during the 1:30
p.m. to 1:45 p.m. time frame. The overall mean for the four
days of observation was 133.3.
Table 2 details the time frame, 1:15 p.m. to 1:30
p.m., that the intervention occurred.
Table 2
Phase B Intervention: Amount of Time the Subject
Wandered Durina 15 Minute Music Sessions
Amt. of Time the Subiect Wandered fSec")
Time of the Day Day 1 Day 2 Day 3
1:15-1:30 p.m. 0 0 0
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Table 2 shows the amount of time, in seconds, the
subject wandered during three 15 minute music sessions.
Days 1, 2 and 3 demonstrate that no wandering behavior was
observed during the music intervention phase.
Figure 1 represents the baseline data and shows a
means of 133.3 and a standard deviation of 118.7. The total
observation points were 48 within a four-day period.
Figure 1: Wandering Behavior During Baseline Phase
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Statistical Analysis of Data
A t-test was used to evaluate if there was a
significant difference between the baseline and intervention
phases. The baseline mean was 133.3, standard deviation
118.7. The intervention mean and standard deviation was
zero over three observation points. A probability level of
<.05 was found to be the minimum level of significance
(t = 1.93). Results showed there was no statistically
significant difference between the baseline and intervention
phase regarding the amount of time the subject wandered.
Table 3
T-Test Comoarison of Baseline Phase and Intervention Phase
Mean Standard Deviation Observation
Baseline 133.3 118.7 48
Intervention 0 0 3
*t = 1.93, df = 49, p < .05.
There was no statistically significant difference
between the baseline and intervention phase regarding the
amount of time the subject wandered.
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A t-test compared the baseline data and intervention
data during the time frame 1:15-1:30 p.m. During baseline
the mean wandering behavior was 258 with a standard
deviation of 103.5. During intervention, the mean was zero,
the standard deviation was zero. The degrees of freedom
were 5 and the minimum level of probability was <.05.
The t-test findings (t = 4.21) represented a
statistically significant difference between the baseline
and intervention phase during the time period of 1:15 p.m.
to 1:30 p.m. regarding the amount of time the subject
wandered. During this time frame, the subject wandered less
in the intervention phase (with music intervention) than in
the baseline phase (with no intervention). This finding
*
supports the hypothesis that selected, receptive music would
decrease wandering behavior in a person with Alzheimer's
disease.
Table 4
T-test fl:15 - 1:30 p.m. Period Comparison)
Mean Standard Deviation Observation
Baseline 258 103.5 4
Intervention 0 0 3
*t = 4.21, df = 5, p < . 05.
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There was a statistically significant difference
between the baseline and intervention phase during the time
period of 1:15 p.m. to 1:30 p.m. regarding the amount of
time the subject wandered. During the time period of 1:15
p.m. to 1:30 p.m., subject wandered less in intervention
phase (with music intervention) than in baseline (with no
intervention).
Figure 2 is the graphic representation of the amount
of time the subject wandered during the time frame 1:15 p.m.
to 1:30 p.m. during the baseline phase and the intervention
phase.
Figure 2: Wandering Behavior, During Baseline and
Intervention (1:15 - 1:30 p.m.)
CHAPTER VI
SUMMARY
The purpose of this study was to determine the
effects of selected receptive music as an intervention to
reduce wandering behavior in a subject diagnosed with
Alzheimer's disease.
The significance of the study is related to the
increasing number of elderly people who exhibit wandering
behavior, which then becomes an issue of safety. The
literature further cites a diversity of interventions that
are less restrictive in managing wandering behavior that
increases the quality of life for both patient and
caregiver.
The theoretical perspective framing this research is
framed in the ecological perspective. The ecological
perspective focuses on the person and the environment. When
the demands of the environment more nearly match the
functional skills of the individual, that individual can
function more effectively, and maladaptive responses may be
minimized (Gfeller & Hanson, 1992).
A single systems research design was utilized to
determine the effects of selected, receptive music in
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reducing wandering behavior. The findings confirmed the
hypothesis that selected, receptive music reduced the
wandering of the subject. It was found that during three
days of intervention the subject exhibited no wandering
behavior as compared to the frequency of wandering during
baseline phase.
Limitations of the Study
The research project was limited by time factors. It
would have been advantageous to have had a lengthier
baseline which would have provided a clearer perspective of
the subject's wandering behavior. The sample consisted of
one African-American male; therefore, this study requires
replication in large groups of several racial subjects which
would permit multi-variate analysis. Limited knowledge of
the subject's musical preferences or regard for music made
it difficult to select music that would be of significance
to him. The session room allowed for distractions as other
clients of the Center were in the room at the time of the
sessions.
Future Research Studies
While this study has addressed the limited research
available regarding individuals with Alzheimer's in adult
day care, further research studies could build on the
present research. This researcher did not find studies
conducted in private homes or personal care homes.
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Therefore, research into the effects of music on wandering
behavior in personal homes and private home settings could
offer home caregivers a valuable tool for reducing the
stress and dangers associated with this behavior.
Longitudinal and long-term follow up on the effect of
music/music therapy with this population would help
establish valid and effective treatments. Research into the
use of music as an alternative to chemical and physical
restraint could offer a more humane method for managing
wandering behavior. Also, further research into the effects
of receptive versus live music and the use of music versus
music therapy could clarify or determine the benefits
derived from each.
Social Work Implications
Social work clinicians can use a music experience to
enrich the relationship between client-worker, and increase
their understanding of the client.
The treatment for Alzheimer's has been traditionally
based on the biomedical model which emphasizes deficits and
biological pathologies. Little attention has been given to
the psychosocial, cognitive, and spiritual needs of the
person experiencing dementia.
Traditional methods such as counseling may provide
benefit in the early stages of dementia, but there is no
demonstrated role for counseling in treating moderate and
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severe dementia (Mayo Clinic, 1998). The unconditional
positive regard social workers present in these therapeutic
relationships can create a transient sense of well-being,
but memory loss and lack of insight make sustained changes
in mood or behavior unlikely (Mayo Clinic, 1998).
Social workers values and principles are predicated
on a strength perspective. Too often, dementia obscures the
strengths and abilities of dementia sufferers (Whitcomb,
1993). If the social worker is to "respond to the client as
'whole,' having abilities and strengths as well as
'problems,'" methods that encourage accessing these
abilities must be employed (Bennetts & Bates, 1985, p. 1).
An understanding of the effects of music and its
ability to function as an agent of communication and change,
as well as its potential to empower families and the
Alzheimer sufferer, offers the social worker a potent tool
when traditional methods cannot reach the dementia sufferer
(Bennetts & Bates, 1985). Music provides a method for
managing the frustration, agitation, boredom, fear and
insecurity which often results in wandering behavior by
providing a creative alternative to chemical and physical
restraint. Music has the ability to enhance communication,
increase interaction and connection, stimulate reminiscence
and Increase self-esteem. Its use must be guided by
sensitivity to culture, ethnicity and age of the intended
recipient. Understanding the cultural context of the
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person, without stereotyping, will provide a richer, more
relevant music experience (Devore & Schlesinger, 1996).
Music's potential as a valuable intervention technique makes





LETTER TO AGENCY REQUESTING PERMISSION
TO CONDUCT STUDY
To Whom It May Concern:
I am writing to request your authorization to conduct
a research project on a client (subject) who receives
services from your program. This project is a part of the
requirements of the MSW Program in which I am enrolled at
Clark Atlanta University.
The nature of the research project, as described
below, will cause no harm to the client. In fact, the
client and your program has everything to gain. The project
will add to the developing knowledge base in the clinical
interventions with people experiencing wandering behavior
stemming from dementia of the Alzheimer's type.
A single system research design will be employed in
this study. This design is being increasingly used by
clinical social workers to evaluate the effectiveness of
their practice interventions. Among several designs, the
A-B design is most frequently used. One selects a targeted
behavior (A) that is of concern to the client, and in this
instance, the caregiver or agency delivering services. The
behavior targeted for this study is the wandering behavior
stemming from Alzheimer's disease. This behavior will be
measured, during a baseline period, using a pedometer
attached to the subject's waist, to record miles walked, and
will last for a period of 3 consecutive days. The baseline
will determine the extent and frequency of wandering
behavior. An intervention (B) is conducted to decrease
wandering, which will be measured using a stopwatch to
record the time the subject remained seated during the
intervention.
The client will listen to a selection of music played




in the field of music therapy as being effective with
Alzheimer patients. Each session will last 15 minutes.
This researcher will record the amount of time the
participant remains seated in the session area. A consent
form will be given to the client and family/guardian with
verbal explanations given.
This project is expected to span 6 days. At the
completion of the project, research findings will be
discussed and shared with both the family and your agency.











CONSENT FORM TO FAMILY/GUARDIAN
You and your family are invited to be in a research
study (Using Receptive and Selected Music to Decrease
Wandering Behavior in a Person With Alzheimer's Disease)
that will document the effects of music on the wandering
behavior of a person with Alzheimer's disease. Your family
member was considered for participation because of his
history of Alzheimer's disease and exhibition of this
particular behavior. Please read this form and ask any
questions you may have prior to giving your permission for
your father to participate in this study.
This study is being conducted by Debbie Clermont, MSW
candidate, Clark Atlanta University, in partial fulfillment
of degree requirements.
Background Information
There are some people with Alzheimer's disease wo
pace, or walk without apparent purpose. This has been
termed wandering. The purpose of this study is to determine
what effect selected music would have on wandering behavior.
There have been reports that listening to music and/or
participating in music rendition by playing instruments,
singing, or dancing is effective in decreasing wandering
behavior. This study will use listening to selected,
recorded music as a method to determine its effect on
reducing wandering behavior.
Procedures: Steps to be Taken to Conduct the Study
1. The researcher will approach the guardian of the
subject to obtain permission for subject participation.
2. Your father will be asked what types of music he
enjoys, and if he is unable to answer or remember, you




3. The researcher will observe your father and record the
wandering behavior for a period of 3 days to obtain
baseline information. The wandering behavior will be
measured using a pedometer (a small device that
measures miles walked, jogged or hiked) which will be
clipped to the waistband of your father's trousers.
This will record the number of miles walked during the
baseline observation.
4. Your father will then receive 3 one-to-one sessions of
taped music. Each session will last 15 minutes and
will not interfere with other scheduled activities. A
stopwatch will be used to record the amount of time
your father remained seated during the music
intervention. He is free to leave a session at any
time and return when desired. If you or your father
feel uncomfortable at any time, you are free to
terminate the sessions.
5. Basic information from your father's medical chart, or
from the agency records will be needed to obtain
medical diagnosis, onset of diagnosis. All information
is confidential and any identifying information will be
changed in the body of the research text. Your
signature will constitute release of this information
from the day care center to the researcher.
6. All efforts will be made to respect the dignity and
well being of your father and if any activity causes
agitation or discomfort, the intervention will be
discontinued.
There are no risk involved in participating in this study.
The benefit obtained is an enjoyment of the music and the
provision of a method for decreasing wandering behavior
which may be useful to the family/caregiver.
Participation in this study is strictly voluntary. If you
and your father decide to participate in this study, you are
both free to withdraw at any time.




Statement of Consent: Family/Guardian
I have read the above information. I have asked questions
and received satisfactory answers. I consent to allow the
researcher to ask my father if he wishes to be in the study,
and if he agrees, I consent to participation in the study.
Signature Date
Signature of Researcher Date
Signature of Research Advisor Date
Note:
In the event that a family member is so cognitively impaired
that informed consent cannot be obtained from the subject,
the guardian may give consent for the study.
APPENDIX C
LIST OF SESSION MUSIC
Day 1
Time Life Series of the Swing Era
"The Music of 1942-1944"
Glenn Miller's Version
"I've Got a Gal in Kalamazoo"






"Blues in the Night"
Day 2














"I Fall to Pieces”
Yanni
"One Man's Dream"
Ike and Tina Turner
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